washing them carefully with a nail brush to remove the blood, drying and repacking them for sterilization. Mother and child should be visited as often in the puerperium as the doctor thinks necessary. A full post-natal examination follows at the sixth week, and this is a good opportunity to hand the proud mother a printed card telling her when to bring the baby back for immunization. In this way continuity of care is established from the moment the woman comes to have the pregnancy confirmed, throughout pregnancy and labour, on through the. puerperium and the baby's feeding problems and immunizations: by this time the next pregnancy will probably be under way. The pattern of domiciliary deliveries has been changed by obstetricians who have laid down stricter criteria for the selection of cases suitable for home confinement and have taken from the midwives patients from whom they have often been reluctant to part. For instance, twenty years ago cases of twin pregnancy and breech presentation were knowingly booked for delivery outside hospital and in more recent years the dangers of grand multiparity have become well known.
At both Hospitals, Queen Charlotte's and Quy's, the number of women delivered in their homes has greatly exceeded the number confined in the hospitals. At Queen Charlotte's the peak was reached in 1908 when 2,169 women were delivered at home and the number has tended to fall from that date. At Guy's Hospital in 1928, 294 were delivered in hospital and 1,384-n-t1e maternity district. During the last decade the number of women delivered at home has averaged 500 a year at Queen Charlotte's and 120 a year at Guy's. The district at Queen Charlotte's is thriving, but at Guy's it became defunct in 1962 because the fall in the number of patients made it impractical to continue.
During the last century there has been an obvious change in the pattern of obstetrics due to changes in social conditions and an awareness of, firstly, the horrors of maternal mortality and secondly and more recently, of the perinatal infant loss. The district service was at first a charity, but now the care is expected as a right under the National Health Service. In some countries home confinements are considered an anachronism; in the British Isles they persist because of-a shortage, of hospital beds and because of the tradition in many parts that a home confinement is preferable.
Compared with the rest of the country, London is well provided with hospital beds for obstetrics, having accommodation for just over 80% of women in labour, leaving 20% to have a home delivery and, whether desirable or not, this will be the arrangement for many years to come.
At all times during the care of the patient there is a very close liaison with the parent hospital. If there is any doubt as to the suitability of the woman to have a home delivery, and if any complication arises during the course of pregnancy, then she is referred to the consultant and may then be transferred to hospital. In labour she may be transferred to hospital for delivery or management of the complications of the third stage. The hospital retains responsibility for the case and if a resident medical officer sees the patient in her own home, he continues to look after the patient when she is in hospital.
During 1956-62, at Queen Charlotte's, 5,450 patients were booked for delivery on the district but 3,715 patients were actually delivered; the difference is 1,735. Of this number, 1,069 were transferred to the hospital for delivery, the remainder either aborted or made other arrangements for their care, so that 22% of those remaining under our care were transferred at some period of the pregnancy or labour to the hospital, not including patients transferred directly from the booking clinic.
The records over the last seven years show an increasing difference between patients booked and patients delivered in the district, indicating a closer scrutiny and more rigid conditions imposed for suitability for a home confinement in recent years. The incidence of hypertension and/or preeclampsia was 2-6%, quite a low figure, and the number of cases with hypertension and/or preeclampsia admitted to hospital from district clinics has not varied significantly during this period. The incidence of antepartum haemorrhage and unstable presentations did not vary, although there was an increase in the number of patients admitted because of a poor obstetric history.
-The-number of patients`'with a poor obstetric 'history -transferred from 'the district clinic to the bhospital for delivery i'ncreased from 6 in 1956 to 134 in' 1962, indicating a growing appreciation that -the patient's home is not the' place for a-difficult 'labour. There was an increase in the number of "patients transferred from the district to the 'hospital in the first stage of labour and a slight fall in those transferred in the second stage, probably because of an increasing number of primigravid patients booked for the district; only 39 patients were admitted for a complication of the second stage of labour. The number of primi-,jravid patients has tended to increase and over half the primigravid patients booked are eventu-.ally admitted to the hospital for delivery.
During the same seven" years, only 9 patients required admission for a postpartum heemorrhage and another 9 for a retained placenta. One maternal death occurred in 1953, of a woman who had two children. At the thirtyeighth week of pregnancy she died at home; the post-morten cause ofdeath being'acute dilatation of theright heart, chronicright heart hypertrophy'.
